Public reporting burden for this collection of information is estimated to average 1 hour per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to Washington Headquarters Services, Directorate for Information Operations and Reports, 1215 Jefferson Davis Highway, Suite 1204, Arlington, VA 22202-4302, and to the Office of Management and Budget, Paperwork Reduction Project (0704-0188), Washington, DC 20503.
Psychological screening began as part of the Joint Medical Surveillance Program for U.S. soldiers just prior to their completing their deployment to Bosnia. Since that time, soldiers have been screened across the deployment cycle: in garrison, as they prepare to deploy, at redeployment just prior to return, and at post-deployment several months later. The screening has also expanded to include deployments to Albania, Macedonia and Kosovo. Data from these various screening programs were compared using results from almost 12,000 soldiers from one division based in Germany between February, 1996, and June, 2000 . Across these various screening programs, the procedures remained relatively constant. Military personnel completed a primary psychological screening survey designed to measure post-traumatic stress, depression, and alcohol abuse symptoms. If scores on one of the scales exceeded established criteria, a mental health member conducted a brief on-site interview to determine the soldier's referral need. Overall rates of exceeding primary screen criteria depended on when the screening occurred during the deployment cycle. Specifically, soldiers in garrison and preparing for deployment reported higher rates of distress than soldiers returning from deployment. The emerging model suggests that prevention and education efforts be concentrated on garrison and pre-deployment soldiers.
SUBJECT TERMS
Psychological screeing, depression, alcohol, post-traumatic stress, Bosnia, Macedonia, Kosovo, mental health, deployment cycle, garrison. The 20-item Self-rating Depression Scale (Cronbach's a=.74-.76) (SDS; Zung, 1964 , measured depressive symptoms on a 4-point scale (a little of the time, some of the time, a good part of the time, and most of the time). The cut-off criterion was a raw score of 44 points midway in the mild depression range (Zung, 1993) . In addition, personnel indicating any agreement with the statement, "I feel that others would be better off if I were dead", were also interviewed regardless of their overall cut-off score.
Alcohol abuse symptoms were measured using the CAGE Questionnaire (Ewing, 1984; Mayfield, McLeod & Hall, 1974) . The CAGE Questionnaire (Split-half reliability = .53-.55)
included items such as "Have you ever been annoyed by comments made about your drinking?"
and "Have you ever felt guilty about drinking?" Respondents with affirmative responses to two or more questions were then interviewed.
Results
Data were analyzed to evaluate the impact of different phases of deployment on soldiers'
responses to psychological screening. Overall rates exceeding primary screen cut-off criteria differed by deployment phase. The highest rates occurred during the pre-deployment (Kosovo) group where 23.9 percent of soldiers exceeded criteria on the primary screen. The lowest rates were found for the re-deployment phase (Bosnia) with 16.0 percent exceeding criteria on the primary screen. Soldiers who were deployed reported lower rates of exceeding criteria when compared to soldiers in garrison tf (4.N-11,753)=76.48, p<.001. Differences in these overall patterns were also found for the three individual psychological scales. Soldiers in garrison reported the highest rates of post traumatic stress symptoms (5.9%), while soldiers during the re-deployment phase (Bosnia) reported the lowest rates (3.1 %), tf (4, N= 6,548)=7.30, p<01. On the depression scale, soldiers screened during predeployment (Kosovo; 15.1%) and garrison (Germany; 13.6%) reported higher rates of depression symptoms than soldiers screened during post-deployment (Albania; 12.1%) and re-deployment (OJE Bosnia, 8.0%; OJG/OJF Bosnia, 9.2%), tf ( 4,N=11,821)=85.84, p<.001 . On the alcohol scale, the pre-deployment (Kosovo; 11.3%), and post-deployment (Albania; 11.4%) rates were similar. The re-deployment (OJE Bosnia, 8.4%; OJG/OJF Bosnia, 7.5%), and garrison (Germany;
6.8%) rates were similar to each other, but lower than the pre-deployment and post-deployment rate, % 2( 4,N=11,760)=33.98, p<.001 . Figure 1 summarizes data collections during different phases of deployment and rates-of exceeding criteria on the primary screen.
Conclusion
Data from several different psychological screening programs conducted across different deployments cycle phases indicate a pattern of psychological effects. Rates of exceeding primary screen criteria depended on when the screening occurred during the deployment cycle.
Specifically, soldiers in garrison and preparing for deployment reported higher rates of distress than soldiers returning from deployment. Results also suggest some unique deployment cycle patterns for specific symptom categories. For example, alcohol problem rates were highest at pre-and post-deployment, suggesting an "alcohol compensation" effect for soldiers preparing for or returning from an alcohol-free environment.
It should be noted that the sample groups were not matched and the data were collected at different times. Some of the differences in screening results could be attributed to the unique nature of each deployment, the maturity of the theater or the level of threat. Nevertheless, the data suggest future directions for analyzing patterns of findings related to the deployment cycle.
The emerging model suggests that prevention and education efforts be concentrated on garrison and pre-deployment soldiers. Additional screening issues that require study include further development and assessment of screening scale content, training of mental health assets in psychological triage, and evaluation of screening program effectiveness.
In an environment where the rate of military operations for U.S. Forces is increasing, it is critical to provide operational commanders and division health staff information on the psychological readiness of the deploying force. A psychological screening program can identify risk factors at different phases of the deployment cycle and provide continuous monitoring of the mental health of soldiers, resulting in effective prevention and education efforts.
